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TO DEPUTY 
TO FUNERAL DIR! 
ar remaval 


VS. AISME(5) 
5M 9/55 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 05255 
: rn MEDICAL EXAMINER'S CERTIFICATE OF DEA 


ame 


Reg. Dist, No. 


2, USUAL Eaey (Where deceosed lived. If Institution: Residence before admission) 
‘a. STATE ' b. COUNTY 


1, PLACE OF DEATH 
a. COUNTY 


MARYLANG 
c. LENGTH OF STAY IN Ib 


Howard 
b. CITY OR TOWN tit hide corporote imi, write RURAL 
fond give neorest town} 


¢. CITY OR TOWN (IF outside corporote limits, write RURAL and give nearest town) 


Savage Washington 4/7) «.. 
d. NAME OF HOSPITAL” OR INSTITUTION (If not in hospitol, give street address) dd. STREET ADDRESS @. 1S RESIDENCE 
ON A FARM? 
Gorman Road 4609 E. Capitol St. vest] NOD 
3. NAME OF i i 4. 
Dy : First Middle Lest eye Month Day Yeor 
(Typs or print) Mary nis DEATH 187 
6. COLOR OR RACE |7- MARRIED [} NEVER MARRIED [_]| 8. DATE OF (op 9. a (in yeors ERR) IF UNDER 24 HRS. 
ne Hi Min. 
ee aise wivoweo[] —oivorceo [) Pk ee es ad 
TOs, USUAL OCCUPATION Give Lind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (State or foreign country} 12. CITIZEN OF WHAT COUNTRY? 


during most af working life, even if retired) 


Clerk=-typist overnmen North arolina 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

Clinton Peace Henrietta Jones 
15, WAS DECEASED EVER IN U. S. ARMED \eysScede 16, SOCIAL SECURITY NO. | 17. INFORMANT Address 
(fer, no, oF unknown) Uf yes, give wor or dotes of service) 


18. CAUSE OF DEATH [Enter only ane cause per line far (a), (b}, and (c).] INTERVAL actwe 
PART 1, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE fo) Chronic alcoholism 


aDEto ; 
Conditions, if ony, which (1 Fatty liver 
gove rise to immediote cause 

(o}, stating the underlying WORE 


couse lost. te 3 y Droncnomne umon 
Fa PART I], OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a}/19. yas AUTOPSY 
Q a he 1 = RFORMED? 
S| 494) Yes no 
| 200. EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part } or Port I1 of item 1B.} 
& | PRIMARY EJ ar CONTRIBUTING 
6 | CAUSE OF DEATH. 
% | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, farm, 120. (City or town) (County) (Store) 
6 Hour a.m. White Not while factory, street, office bldg., etc.} i 
= p.m. 19 at work [7] ot work [} 


21. ! certify that ) toak charge af the remains described abave, held an Autopsy [XJ]. Inspectian [7], Inquiry [[], and find that 
death resulted from:/ Natural causesa J, Accident [], Suicide [], Hamicide [J], Undetermined cause [-]. 


py ae UZ, ny DK. map, CHIEF MEDICAL EXAMINER [7] SROs 
C J ASSISTANT MEDICAL EXAMINER [2 

EXAMINER'S 

NAME (Type) Wi. m_Vilovi DEPUTY MEDICAL EXAMINER [_] 4/29/57 
a. URAL CREMATION, [22 DATE THEREOF PFeiten EMATORY (Stote) 

speci ei be 
Youtgse (\PAAA. B- 1 

23. FUNERAL DIBECTOR'S SIGNATURE “ADDRESS 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0414 By 
»y 413°MEDICAL EXAMINER’S CERTIFI ATE OF DEATH PS: 


Ns PLACE OF DEATH 2, USUAL RESIDENCE (Where deceoied lived. If Inttitution; Residence before wks 
q STATI . Ly 
ed MARYLAND sviend SPIDER LEE: 
lg 


. Cl i fo) Ny outside corporate limits, write RURAL ¢. LENGTH OF STAY IN Ib c, CITY OR TOWN (If outside corporote limits, wrile RURAL ond give nearest lown) 
ond give nea 
LSM PSE LE Baltimore 7 Wo / - 44 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street oddress) d, STREET ADDRESS. e ES Piel SS 


1205 _E,Federel St. ves ONO) 


First Middle fost 4. DATE Month Dey Yeor 


(Type oF print) Iudwig Louis Bierau DEATH April 16 1957 
5. SEX 6. COLOR OR RACE |7- MARRIED is} NEVER MARRIED o 8. DATE OF SIRTH * poe) (ln years IFUNDER TYEAR| IF UNDER 24 HRS. 
isthday) a 
woowen i oworceo C} | dm 241677 ois SH C7 ae cH 


kind of work done] 10b. KIND OF 8USINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


ven if retired 
Retired Germany 4 


13. FATHER'S NAME 34, MOTHER'S MAIDEN NAME 
g Bierau Marie Arnold 


UZ was wae sick IN U, S.. ig i eis rece 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
lelnekgrvainere elem sae! 
*) No 2134056064 | Mrssduanita Mc Intosh,Simpsonville ,Nd 


18. CAUSE OF DEATH [Enter only one cause per line for (0). (b), ond (c).] WTERVAL BETWEEN 


PART 1. DEATH WAS CAUSED BY, ONSET AND DEATH 
. DEATAMODIATE cause jo) ACUte cardiac failure 


PRE) pvero Severe crushing injury to anterior chest wall 
Conditions, if any, which w_by_ram (sheep) 


gove rise to immediole couse 
{0}, stoling the underiying( DUE TO 
couse lost. “a (eo. 


PART Ii. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)}t9, WAS. ae 
Mutiple contusions face, fracture right tibia & fibula below knee Yes sO NOB 
Bo, EXTEBNAL CAUSE WAS | |20b, DESCRIBE HOW INJURY OCCURRED. (Enler noture of injury in Port | or Port Il of item 18.) 
CAUSE OF DEATH. Butted and stamped by angry ram (sheep) 
20c. TIME OF INJURY Month, Day, Yeor ae INJURY OCCURRED 4 206. ae en, A J | 120. (Cily of lown) (County) (Stote) 
6r6ore — L/16 157 jhe Nets) arm Simpsonville, Howard, ‘land 
21. certify that | took charge of the remains described obove, held on Autopsy 5 Inspection fg], Inquiry fy], and find thot 


death resulted fram: Natural causes [], Accident [J], Suicide [1], Hamicide [], Undetermined cause []. 


ACTUAL Ant] ex Ss. Wh wtwl, tor DATE SIGNED 
SIGNATURE he a CHIEF MEDICAL EXAMINER [[] 
———— 


, ere Kor 


ge 4 should be 


If any deloy is necessory, please exe- 


File poges 1 and 2 with the registrar priar 


rial, 


, 2, ond 3 ta the funeral director, 


form PM3. Poge 5 may be retoined far your files. 


the word “pending” in pencil in Item 18. Give Poges 1 


R; Poge 3 should be used os a buriol-transit permit. 
MEDICAL CERTIFICATION, 


ef Medical Exominer’s Office olang 


a 


M.D. 
ASSISTANT MEDICAL EXAMINER 
EXAMINER'S a w/t pr 


NAME (Tyee) (Cte DEPUTY MEDICAL EXAMINER [A 


BURIAL CREMATION, |22b. DATE THEREOF_ Shae oF conten OR CREMATOR 22d. LOCATION (Cily, tgqn, oF counly) (tote) 
OVAL (Specify) 
WEE UES? Cygenton 7 Ge Pad. 
IERAL DIRECTOR'S Dp RES 243. nego BIRAR'S SIGNATUR 
VS. AISME(S) v LE, rs Ly “KX, Je * ree nF tL 
5M 9/55 : Add 
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TO FUNERAL DIR 
or removol 


$A fivauna 
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1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 p41 44 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH ame HE (tf 


te AF-2Q— 

83 2 i PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If Institution: Reridence before odmissian) 

apt “Howard mamuve || “iy and ee 

Fa ‘s x} b. cny fa Bet led ‘corporate limits, write RURAL ¢, LENGTH OF STAY IN Ib e city OR TOWN {IF auttide corporate limits, write RURAL and give nearest tawn) 

°. 

—™* Ed rural Owings M, a < , aa 

8 d. NAME OF HOSPITAL OR INSTITUTION {If not in hospital, give streel address) | d. STREET ADDRESS Lt Ona EARP 
Rte 29 Park Heights Ave. vesX] no] 

4, DATE Month Year 


3. NAME OF it 
DEceasen First Middle Lost 


Cyeereit) — CISSEL GAMBRILL BROW Beata April 25, 1957 19 


2 
a} 
> 
3 
5 


Ss 
ay 
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2.5 
so 
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ge 
of 
ee. 
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the registror prio 


$. SEX 6, COLOR OR RACE |7. MARRIED JA] NEVER MARRIED [-}] 8. DATE OF BIRTH 9 Ae ‘hag FUNDER YEAR] (€ UNDER 24 HRS. 
gig Min. 
Male White —_|wiooweoX]—oworceo} | July 12,1912 = is 


10a. USUAL OCCUPATION (os kind af wark dane| 106, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


during most af warking life, even if retired) 


—— 


Fame Farming Ellicott City,Md 
\ 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
) | J.Dallas Brom Mollie Krah 


File pages 1 ond 2 wi 


A 15. WAS DECEASED EVER IN U. ARMED FORCES? [16. SOCIAL SECURITY NO. |17. INFORMANT Address 
|e ‘unknowrs) (Hf yet, give war or dates of service) a 
o No 21812-8085 | Mary Brow, Owings Mills Md 


18. CAUSE OF DEATH [Enter only one couse per line for (a), (6), and (c).] 


PART 1, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


tty DUE TO 


jithin 24 hours ofter deoth. 


INTERVAL BETWEEN 
‘ONSET AND DEATH 


ectrocuted Instent 


ronsit permit. 


Conditions, if any, which e 
gave rise to immediate cause 
{0}, stating the un g{ PUETO 


cause la. a. 


f Medico! Exominer’s Office olong wi 


oe 

222 

&33 

c oO 

oe J Zz PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ia}]19. WAS AUTOPSY 
‘oe © 2 a PERFORMED? 
£OR Olg yes] not 
g i © [200. EXTERWAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Ii af item 18.) 

af a & PRIMARY US ar CONTRIBUTING a 

SED © | Cause OF DEATH. Standing on Load of Bailed hay and came in contact with electric 
255 = 

goes 3 ]20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED [20s. PLACE OF INJURY (Home, farm, 120%. (City or town) (County) 

ota ,2\s Hour og. m. While Nel while foctary, street, affice bldg., etc.) | 

ae / Ed OPAM re25a5 7 19 fol work) otwok O]} Farm 4 Ellicott City Howard fg 
oe 

t 4 A) 


21. | certify that | taak charge af the remains described abave, held an Autapsy (], Inspectian KJ, Inquiry [§{], and find that 
ecident [XJ], Syicide J, Hamicide [], Undetermined cause [7]. 


death resulted fj 


Natural causes [7], , 


SDICAL EXAMINER: This certificate should be executed wi 


JAL DATE SIGNED 
8 = 2 ol ae Mp, CHIEF MEDICAL EXAMINER [1] 
= 2< ASSISTANT MEDICAL EXAMINER [J 
eet Sd EXAMINER'S, 
3 $ 8 NAME (Type) p - DEPUTY MEDICAL EXAMINER [Sf he26—5'7 
i 2° , | z2b. DATE THEREOF “Te. mire OF CEMETERY OR CREMATORY 72d, LOCATION (City, town, or caunty) (State) 
o°o® 28 Mt. View Alpha ,Md 
23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 2éa. REC'D BY REGISTRAR | 24b. RE ¥ yg pRRE 

VS. AISME(5) 

5M 9755 | F.C.Higinbothom, Ellicott Citymd =f La) 4 = bE AE Bane EEO BL 

ra a Fi a 


' MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
M) 4139 CERTIFICATE OF DEATH neg. our. 4) 4 LAY 


acl 


Poe OWA 
1"b. CITY OR TOWN {If outside corporote limits, write 


<. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
RURAL ond give neorest town) 


\ 2. SEXEEXGH Ellicott City 


2 . PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
8 as COUNTY av 0. STATE &. COUNTY 

vo a 1s, and Howe rc 

mc] 

5. 


¢. LENGTH OF STAY IN 1b 


4 


After this certificate has been signed by the attending physician and completely filled in by th 


d. NAME OF HOSPITAL (TF not in hospital, give sireet address) » 4. STREET ADDRESS @. 1S RESIDENCE 
ia OR INSTITUTION / F ON A FARM? 
= 03 Fells Ave 55 tells Ave. ves] Noy) 
5 3. Nae ae First Middle tost 4. ak Month Day Yeor 
3 (Type or print) MARTHA ELIZABETH CAVEY death = April 19,1957 19 
cs 6. COLOR OR RACE | 7. MaRRIED,] NEVER MARRIED (_] |8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


lost birthdoy) Min, 


Ver.14,1896 goose or] 


wipoweD [) DIVORCED [}, 


Female White 


a 10a. USUAL OCCUPATION (Give kind of work dana] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g 3 ; during most of working life, even if retired) 
4 E 

ev (| Domestic Frederick 
a : 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
os ‘ 

cs 
ee Unknown Katie Krieder 


hey 


15. WAS DECEASED EVER IN U. $. ARMED FORCES? 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
T¥ex. no. or unknown) IIE yes, give wor or dates of verview) 
) No 220-18-820. Walter Cavey,F] ott Caty ug 
pO nO) _| Faltcr Cavey Ellicott Cit: 


18. CAUSE CF DEATH [Enter only one couse per aor {o}, (b), ond (c).} 


PART I, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o} 


“2d. DUE TO 


Then please ri 


Conditions, if ony, which 
gove rise to immediote 
Cotte (a), stoting the ynder. ( DUE TO 
tying couse lost. « 
Past i. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART t(o)|19. WAS AUTOPSY | 
/ 
yes] no 


20a. ACCIDENT WAS_UNDERLYING 0) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port tor Port It of item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(JF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor (20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 201. (City or tawn) (County) {Stote) 
Hour 0. m. Whit’) Not white foctary, street, office bldg., etc.) } 
p.m. 19 [ot work [J of work (9 i 


21. I certify that | attended the deceased from___< WA wf to, s Sf Gs 19.5 “that last saw the deceased 


alive an = Gp. a = wh --. and that death accurred at __. M, fram the causes and an the date stated abave. 
7) - DATE SIGNED 


nn NC GT” Md f= WS7 


Rte Up) URSTARE AD Fhe cory Cry, (a, 


Zo. SEMOVAL ESOT 2%. DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, or county) {Stote) 
speci 
Buria ) Good Shepherd Ellicctt Citv,) 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGI RS, SIGNATY ie yi 


F,C.Higinboth bart) ef J . Aaciate 


a 
Q 
3 
< 
‘2 
= 
Po 
S 
o 
< 
¥ 
fay 
fry 
= 


hed for use as the burial-transit permit. 


a 


the registrar priar to burial, crematian, or remaval, and in ony event within 7} 


may be retained by the hospital ar attending physician. 


TO FUNERAL DIREC 
page 3 shauld be 


=< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires tho! the death certificate be executed within 24 hours after death: Page 4 
G 
> 


Sa 
borg 


z 
a3 


§'X Aveana 


S6l ee Udv 


Dawoet 


ol 


eral director, 
be filed with 


4 


letely filled in by theg 
Pages t and 2s! 


Then please remove carbon papers. 
! 


1, crematian, ar removal, and in any event within 72 haytf after death. 


After this certificate has been signed by the attending physician and comp’ 


hed far use as the burial-transit permit. 


by the haspital ar attending physician. 
tal 


o 


page 3 should be 
the registrar prior to buri 


may be retcined 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours after death: Page 4 
TO FUNERAL DIRE 


~ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH nes. om, B41 46/70 


a Af) 
fn ei tell x At oo (Where deceased lived. If inslitution: Residence before admission) 
ve ih b. COUNTY 
Howard Lode ese Maryland Howard 
b. CITY OR TOWN (if outide corporate limit, write Te, LENGTH OF STAY IN Tb ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
RURAL ond give neares! town) r 
Harvood Jkridge x Harwood 
J. NAME ‘OF HOSPITAL (If nat in hospital, give street address} d. STREET ADDRESS e. 1S RESIDENCE 
cs INSTITUTION ON A FARM? 
210] Hawtuorn Ave 2101 Hawthorn ave! : vs] Now 
3 ore pions First Middle last 4 pss Month Day Year 
(Type or prin!) GEORGE W. CLARKE biarh = April 6,1957 19 
5. SEX 6. COLOR OR RACE |7. MARRIED [{] NEVER MARRIED [] | 8. OATE OF BIRTH 9. AGE (In yeors IF UNDER 22 HRS. 
a year Min. 
Male White |wooweot) —_ovorceo | Nov.18,1903 oY 


Oo. USUAL OCCUPATION (Give kind of work dane] 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or fareign country) 


during most of working life, even if retired) 
Metal Worker Woolen Mill Fetersburg,Va. 
14, MOTHER'S MAIDEN NAME 


13. FATHER'S NAME 
lydia Jones 


12, CITIZEN OF WHAT COUNTRY? 


John W.Clarke 


| WAS, Peaae aes INU, 5S, ARMEO. ences? 16. SOCIAL SECURITY NO. }17. (INFORMANT Address 
IE Se 
No te "12170543624 | Grace I.Clarke ,Elkridge ,Md. 


18, CAUSE OF DEATH [Enter only one cause per line for (9), (b). and (c).) INTERVAL BETWEEN 
PART t, DEATH WAS CAUSED BY: 3 epee 
; IMMEDIATE CAUSE (o! 
b¥ DUE TO 
Conditions, if ony, which 
gave rise to immediote 
couse (0), ittieg the under. ¢ OVE TO 
tying cous a 


Part Ul. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 
yes] No —— 


20a, ACCIDENT Are pel Oo ‘20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Part | ar Port Il of item 18.) 
OR CONTRIBUTING [9 CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


MEDICAL CERTIFICATION, 


20c. TIME OF INJURY Month, at Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ee 1 20F. (City or town) (County) {Stote) 
Hour a. fi. While Not wile factory, streel, affice bldg., etc.) 
p.m. lot work [[] at work H 


21. I certify thot | ottended the deceased from. : 1924, to... 27. &.., WSZ.,thot | last saw the deceased 


olive on__<& < a 122 — ond that deoth occurred at. HOM, from the causes and on the date stoted above. 
ADORESS (Street, city or town, state) DATE SIGNED 


ACTUAL fd 
SIGNATURI ewes 


PHYSICIAN'S 
NAME (Type)_[-)_f9_ 15 


33 4 : r 
220. BURIAL, Deen 2b. DATE THEREOF Ze NAR OF NAMI are CEMETERY OR CREMATORY 22d. LOCATION (City, — ‘of county) (State) 
Revouey ‘Epecity} 
Blanodtord o 
23. Ra meng Ss cee ADDRESS ean ey ar RE fi A yf HONATUNS 
F.C. Siginbothom, Ellicott City, ud. itn} BL. 
a erage ee ig Me Yk Ae ee 


re 


A nvaund * 


rset 6 UdV 


acee 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 04147 
xGe CERTIFICATE OF DEATH 


¢ 


Reg. Dist. No. /FO 


“ ————— 
tA 1. PLACE OF DEATH é ST EICYO) FZ 2. USUAL afi (Where deceased lived. If institution, Residence a odmission| 
2 0. COUNTY 4 Menta ge] d aie °. : b. COUNTY : 
= Kb ove aad Co: ae tang 
= b. CITY OR TOWN (If outside Zorporote limits, write] c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {if outside corporote limits, write RURAL or give 7 fe. 
2 RURAL ond give nearest town) Zz . 
8 nddse Pik L&T Yigie Klkindgs 23 Srcl- 
2 ad d. NAME OF OO ite We not in Rospitel, give street oddress} .d. STREET ADDRESS e. 1S RESIDENCE 
oO ” OR INSTITUTION ‘ON A FARM? 
ees 1111 Montgomery Ré. 1111 Montgomery Rd. ves] NO 
3 
2 6 3. NAME OF First Middle lost 4. DATE Month Day Year 
in ap (Type or print) ADA eyirl COLE OEATH Ch, 
: 
8 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED ao 8. DATE OF BIRTH 9. AGE (In yeors 


lost birthdoy) Days Min, ’ 


fom Ay tytaly wivoweo (Pf _oivorced (G Py fole. Wy Mn IGE 64 yr. 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreigd country) 12. CITIZEN OF WHAT COUNTRY? 
Pty Pa US 


during most of working life, even if retired} 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Te BOA < ee a 
oF J Chr Yerlla Dey Ra. Span kdon 2/nem adh 
3 WAS Dapeasey Bis EE $ pera eso 16, SOCIAL SECURITY NO. | 17. INFORMANT Pea Wa ayy a Kat 
fer, nO. OF unknown) 1. give wor oF tes of service) = - a. Fe “_ 
0 aie Aen’ | Jhonas piertAny IED, des ee 


1B. CAUSE OF DEATH [Enter only one couse per line for (0}, (b}, ond (c}.] INTERVAL BETWEEN 


wo ONSET AND DEATH 
PART I. DEATH WA he e. 
OFT MEDIATE: CAUSE (ol Shipsstenavy Carat Vaotedter~ 


y : DUE TO 9 pe Slik Mm Yigg iA 


Conditions, if ony, which mn Chaoieve. Cforrvrrietir Ar phnks 


gove rise to immediote | 


ursOller death. 
=m 
oe 


Then please remave carban papers. 


cotse (0), stoting the under. ( SUE TO 
lying couse lost. (¢ 


After this certificate hos been signed by the attending physician and completely 


€ 
a 
am 
B85 A Parr. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)/19. WAS AUTOPSY 
nes = 
433 3 Cnodernd lle yes] No[] 
BA = [20c. ACCIDENT WAS UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
Sea & [OR CONTRIBUTING C1 CAUSE OF DEAT 
eee & | (ie eitrce: NOTIFY MEDICAL EXAMINER) 
S58 & [20 TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20f. (City or town) (County) (Stote) 
beg i=) Hour 0. m. While Not while foctory, street, office bldg., etc.) | 
Bie 2 p.m. 19 fot work [ot work (J H 
= 9 oe a 
rts 21.1 contfy that | ottended the deceased fram, Me: WAS, taLyor/_____., 19:5°7.thot | lost saw the deceased 
o 
pe 3 alive on. “onl fi MaDe oe. 5; vue ates and that death accurred at__ oA fram the causes ‘and on the date stated above. 
2 
a 


é 


page 3 shauld be 


Ce ADDRESS (Street, city or town, stote) DATE SIGNED. 


SIGNATUR Cond ery at MOD. . 
Steed Wilbur Swe ! 
Z2c. NAME OF CEMETERY OR CREMATORY : town, or county} (Stote) 
pec 
Gombme a reen Mount Maus Balto,, Md 
2. v5 ERAL en fOR'S aye Jd bay 7 24o, REC'D BY REGISTRAR | Zab. BAGISTRBIYS SIGNATURG 
r ‘a 2 iY 
Wis 9 [va Nittace ¥ dpe allo 17 MUA. eB 047g. Lok l, 


221 


the registrar prior ta burial, crematian, ar remaval, and in any event within 72 ha 


may be retained 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed wii 
TO FUNERAL DIRE 


BCA Avadnd 


Warsosd 


ced 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 05258 


6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED LX] 8. DATE OF BIRTH 9. AGE tn yeors HFUNDER 24 HRS, 
by! nage mons Per) Min. 
| winoweo [7] pivorced [) 7 296 
Wo. CSCAD OCCUPATION ies my ‘of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) V2. ved OF WHAT COUNTRY? 
/ during most of working life, even if retired) 
arm _Labore Howard Co. Md 


13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


‘ ’ 
Beu eh MEDICAL EXAMINER’S CERTIFICATE OF DEATH 7 
5 SLSR Gif Reg. Dist. No. 
8 z 2 Ee epee oil 2, USUAL RESIDENCE (Where decected lived. If Institution: Residence before odmission} 
ES bie ee . b. COUNTY 
ee Howard marviano || ° fryland COUNTY Howard 
Fad o 2 B. CITY OR TOWN (tf outide corporate timin, write RURAL ¢, LENGTH OF STAY IN Tb ¢. CITY OR TOWN {IF autside corporote limits, write RURAL ond give neorest town} F 
= give neoredt town) P 
/; Ellicott City c 
os d, NAME OF HOSPITAL OR INSTITUTION (IF not in hospital, give street oddress) 7 d. STREET ADDRESS . s RESIDENCE 
ie TO 
“a Merriman St. Merrgman St ves) No) 
UE 
85 3. NAS boa Firat Middle Lott 4. DATE Month Doy Yeor 
Pee ‘ype or pent) HENS ON DOR BATH April 2 19 57 
se 
£ 
2 
° 
Q 
Hs 
o 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? / 16. SOCIAL SECURITY NO. |17. INFORMANT Addrets 
(es. 99, oF unknown) Uf yer, give wor or dotet of service) 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond oy 


PART I, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


. DUE TO 


ns, if ony, which " 
gove rite to immediote couse 
{o), stoting the underlying¢ DUE TO 


es 1 and 2 with the registrar priar 


File 


INTERVAL BETWEEN 
‘ONSET AND DEATH 


LEAN, 


ttem 18. Give Poges 1, 2, 


Yin pencil 
f Medicol Examiner's Office along with farm PM3. Poge 5 may be retoined for yaur files 


couse lost. fe} 

Fs PART Ii, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Tio}[19. WAS Sage 
oO ‘4 ‘ORME! 
5 3 ves 2) 
e ¢ oe ; 
& | 200, TERNAL CAUSE WAS ]20b. DESCRIBE HOW INJURY OCCURRED. (Enfer noture of injury in Port I or Port Il of item 18.) 
a 5 | CAUSE OF DEATH. 
g & [20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 200. PLACE OF INJURY (Home, Form, 20f, (City or town) (County) (tote) 
° 8 Hour 0, m. While Not while factory, street, office bldg., etc.) 
£ = pm. 9 of work [] of work ‘ 
i= 
é 


#Poge 3 shauld be used as o buriol-tronsit permit. 


21, \ certify that | took charge of the remains described above, held an Autopsy [ ], Inspection Be inquiry fg) and find that 
death resulted from: Natural causes PA Accident [[], Suicide [7], Homicide [], Undetermined cause [1]. 


Brace ( L, (Cs Ss ke Nadahic Map, CHIEF MEDICAL EXAMINER [7] Ypso/e? 


rs 
RP! 


forwarded to tI 
TO FUNERAL DIR 


: , L ASSISTANT MEDICAL EXAMINER [_) 
NAME (ps CHARLES SS. WHITAILER. put meric EXAMINER 


Fens b “e BL OATE THEREOF t 8 v R (“ eeys (City, town, or county) {Stote) 
2 Vicel , 


)) 
dAss rH F 
23, FUNERAL DIRECTOR'S te BY 24a. REC'D BY REGISTRAR | 2ab, REGISTRAR Ss SIGNATUR| - 


Vs. AISME(5) ) y WY VA i 
ye p 


cute the certi 
or remavol. 


TO DEPUTY MEDICAL EXAMINER: This certificate shauld be executed within 24 haurs ofter deoth. 


“A 


5M 9/55 


ond 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ) 4 148 
4143 CERTIFICATE OF DEATH opines 70 


v baer fell 2. emer eee (Where deceased lived. If institution: Residence before admission) 
e a. b. Cou 
Howard MARYAND || Yaryland “foward 


b. CITY OR TOWN (If autside corporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
ink Lond, ave WHE: town) 
EL. icott y rural Ellicott City yx/ rural 


eee 
d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS , e. tS RESIDENCE 
OR fNSTITUTION ON _A FARM? 


Vineyard Road | Vineyard Road ! ves MJ no 
3. NAME OF First middle Lost 4. DATE Month Doy Year 
(Type or print) HARRY W. LORD barn April 11,1957 19 


5. SEX 6. COLOR OR RACE |7. MARRIED [J NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER I YEAR] IF UNDER 24 HRS. 


Male White = |wioowengy —ovorceo | March 4,1872 os ieee bo Nagaet Siemal Min, 


100, USUAL OCCUPATION (! kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) 
Farm owner Delaware 
43. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Luther Lord Mary Warner 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
cm | Tes, 0, oF unknown) (It yen, give woe or dotes of service) 
No 2 Mrs.Egnest German, Mt.Airy,Md 


18. CAUSE OF DEATH [Enter ‘only one couse per line far (0), (b), ond (c).) INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED 8Y: ONSET AND DEATH 
IMMEDIATE CAUSE (0) 


: é DUE TO 
Conditions, if ony, which _Arteriosclerotic heart disease with chronic 


gove rise ta immediote 


cotie (0), stoting the unde ¢ CUETO cardial failure 
lying couse lost. ©, 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a)|19. pA cal 
| 


ves] No fy 


erol director, 
‘be filedwith 


in 24 haurs after death: Page 4 


Poges 1 ond 2 sh 


Then please remove carbon popers. 


200. ACCIDENT WAS_UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(1F EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, | 20F. (City ar town) (County) {Stote) 
Hauer 9. m. While Not while foctory, street, office bldg., etc.) | 
p.m. 19 lot work [J at work [1] ' 


21. | certify that | attended the deceased from. ee. At to ie 2 that | last saw the deceased 
alive on iii... vil a ell ie and that death occurred at_G&4-_M, fram the causes and an the date stated abave. 


, ADDRESS (Street, city or town, state) DATE SIGNED 
site haces & WtNher yy _Glarksville, Maryland ba 


MREANS Charles S, Whitaker, M.D. 


‘Zo. BURIAL, CREMATION, | 22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
REMOVAL (Specify) 
Burial A 9 ouis arksy 8. Md 
iY 73. FUNERAL DIRECTOR'S SIGNATURE . ‘24a. REC'D BY REGISTRAR me RSA 
V5 AIS (4 
Baye! N E u PR BAGH yt 6: Hed ae 
Y 7 


ate has been signed by the ottending physician ond completely filled in by th 


or attending physicion. 
After this certifi 
hed far use as the buriol-transit permit. 
MEDICAL CERTIFICATION 


e hospit 


a 


the registror prior to buriol, cremation, or remaval. and in ony event within 72 hours after death. 


moy be retained b 


TO FUNERAL DIREC 
poge 3 should be 


5 
uo 
= 
eI 
3 
e 
x 
bi) 
2 
oO 
3 
° 
Pad 
3 
8 
oe 
8 
vo 
e 
oe 
3 
€ 
$ 
6 
Cc 
e 
z 
el 
© 
= 
= 
= 
= 
9 
a 
> 
= 
a 
o 
rs 
z 
= 
< 
om 
° 
= 
= 
= 
a 
6 
° 
=z 
° 
5 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 = (J, 14) 
an 4144 CERTIFICATE OF DEATH See tbaicine, 10h 


1, PLACE Of DEATH 
o. COUNTY 


oni 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
°. TE b. COUNTY, 


Maryland Howard 


¢. CITY OR TOWN (if outside corporote limits, write RURAL ond give nearest town) 


wa Clarksville 


MARYLAND 
Howard 


b. CITY OR TOWN {If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib 
RURAL ond give nearkst town) 
Clarksville 


d. NAME OF HOSPITAL (if not in hospital, give street address) 


eral director, 
be filed wi! 


A 


<= d. STREET ADDRESS e. 1§ RESIOENCE 
as OR INSTITUTION , £ ON A FARM? 
2 Trotter Road rotter Road ves] NOC 
3. NAME OF it Middl 4.D i 
fs DECEASED First iddle lost or” Month Day Yeor 
Fy Mies oriprind) ROBERT MATT HENS DkatH April 16,1957 19 
Ss 5. SEX 6. COLOR OR RACE |7. MARRIED [NEVER MARRIED [[] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
= a lost birthdoy) [Months] Doys | Hours| Min. 
Male White —|wioowent) —ovorctoO} | ~Jan.12,1876 Slo. 
100. USUAL OCCUPATION {Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) is v 
P Mech. Eng Retired London, England England 
“ 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
James Matthews Sarah Jane Lane 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? 17, INFORMANT Address 
(Yes, no. oF unknown) (UF yes, give wor or dates of service) 7.9 
No 917 -OS ~Tlenobert. Clark Clarksville ,\d 


18. CAUSE OF DEATH [Enier only one cause per line for (0), (b). ond (c)-} 


PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE {0} 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remave carbon popers. 


, cremation, ar remaval, and in ony event within 72 hours ofter death. 


21. } certify that | attended the deceased from___ApYi].2____, 1965_., to_Apri116..., 19.5°7.,that | last saw the deceased 
alive on Apri 15. as & igen, and that death occurred at 32 09P.M, fram the causes and an the date stated abave. 


After this certificate has been signed by the attending physician and campletely filled in by the 


; the haspi 


1 BVIX DUE TO 

2 Conditions, if any, which 0) arcing 7 years 

i gove rise to immediote 2 

& cote (0), stoting the under: ( OVETO tO Brain and liver 
g35 lying couse lost. ta 
‘256 Fs Parr I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO, DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART o)|19. WAS AUTORSY 
~ \@ be 
ase ols Yes ]_No 
Po = |7200. ACCIDENT WAS UNDERLYING C]__[20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port Tor Port Ul of item 1B.) 
s & [OR CONTRIBUTING CO) CAUSE OF DEATH 
§ = © [UF EITHER. NOTIFY MEDICAL EXAMINER) 
Sts  [20c. TIME OF INJURY Month,  Doy, Year | 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, 1 20f. (City or town) (County) (tote) 
oS 3 Hour 0. m. ie While Not while foctory, street, office bldg., etc.) | 
3H? 4 p.m. lot work [] of work [J ! 

So 

3 

bs 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after deoth. Page 4 


3 
ja 
ADDRESS (Street, city or town, stote) DATE SIGNED 
a J} ‘ A 
ra, rithm (Bacles S. barahes, fs ksville, Maryland 14/17/57 
eo = pmiagcingirrne ase 
sazpa : 
Sane iS PHYSICIAN'S . Whi 
zi? ee ge 
2° 220. BURIAL, CREMATION, | 22b. DATE THEREOF Z2c, NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) (Stote) 
ep os REMOVAL (Specify) 
Eg ee au jon «19 QO on Park Ba more , Mid 
~ 23. FUNERAL DIRECTOR'S SIGNATURE ADORESS. 24a. REC’! Op yrre o sTRAR rigs ARS SIGNATURE V4 2 
Wise 0 |_2,¢.Higinbothom, Ellicott City Jd pate r Mare: A, Ath 


y A Avrana 
: ist ez Udy | 
x. 


Ls 
awoaa 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 - 
4145 CERTIFICATE OF DEATH neg, vin wo, 0 49) O 


os | 


+ — £ ai 

a 2 iz 1, PLACE OF DEATH * peta pesteece (Where deceased lived. If institution; Residence before admission) 

& es 3 . COUNTY MARYLAND b. COUNTY 

Spe Howard Ma and Howe. ra 

Sie areal b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR "TOWN {If outside corporote limits, write RURAL ond give nearest town) 

g 5) RURAL ond give nearest town) i 

sume E Q XZ Ellicott ¢ 

i = d. NAME OF HOSPITAL (IF nat in haspital, give street address) d. STREET ADDRESS e. tS RESIDENCE 

‘So =a OR INSTITUTION / INA FARI 

eee ofers Ave. Rogers Ave. ves [] NO 

5 

eee 5 3. NAME OF Fint Middle low! 4. DATE Month Day Year 

a 4 ; 

& 2; {Type or print) WILLIAM THOMAS RADCLIFFE berH April 16 19 57 

= >e 5. SEX 6. COLOR OR RACE |7. MARRIED [J] NEVER MARRIED [-] | 8. DATE OF BIRTH % AGE (ln zoos IF UNDER 1 YEAR| IF UNDER 24 HRS. 
o uethay| Month: He Mi 

5 ate Male White wipowep [] Divorceo [] Mar.7,1886 7) [Months] ‘Days | Heurs in, 
os 

3 € ae 10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY |1). BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

8 $s during most of working ran if retired} 

£ aed Painter House painter Ellicott City,Md 

= ° eo 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
fo = 

2 = se: 

8 3s ¥ Semuel Hugene Radcliffe Addie Cassid: 


ho! 


1g, WAS DECEASED EVER IN U. 5. ARMED FORCES? |I6. SOCIAL SECURITY NO. ]17- INFGRMANT Address 
ra) None 216-C1-6664 | MrseC.imae Radcliffe,Ellicott City,ld 


@ 

8 18, CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond ae P J INTERVAL BETWEEN 
cs PART I, DEATH WAS CAUSED BY: a OR SG Ke : ; o VL Cag. ie Lee 
§ IMMEDIATE CAUSE (0! 2 

= 

3 


DUE TO 


Conditions, if ony, which 
gove rise to Immediote 
co¥se (0), stoting the under- 
lying couse lost. () 


Pat Wl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 10) |19. Pegi des 


MED} 
‘20a. ACCIDENT WAS_UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 1B.) 
OR CONTRIBUTING [J] CAUSE OF DEATH 
(IF ENTHER, NOTIFY MEDICAL EXAMINER) 


Yes [1] NOK) 


Q nding physician. 
After this certificate has been signed by the attending ph: 


hed far use os the burial-transit permit. 


the registrar prior to burial, cremation, or remaval, and in any event within 7: 


MEDICAL CERTIFICATION, 


20c. TIME OF INJURY Month, Day, Yeor ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f, (City or town) (County) (Stotey 

3 Hour 0. m. While. Not while factory, street, office bidg., =i 

= p.m. 19 lot work [] ot work [] 

$ 21, 0 certify that | attended the deceased from_4_—.. BE. ee WIG to ZE~L! Sick": ZZ.that | last saw the deceased 
oe. olive on... ZZ. (eee =| , ond thot deoth occurred at.6Z. 2M, from the couses ond on the dote stated obove. 
= , "4 ‘ADDRESS ti city oF town, stote) DATE SIGNED 

CTUAL fF 
| [sees ees, LE Ly Med MAT We 


a 
mating CS ORCS é f 
Burie h-20-57 ood Shephen Ellicott City wd 
‘ 23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS da. REC'D BY REGISTRAR ( é (3 y 
Venn N Higinbothom,E) ott City, Md aay e R OE hekowers 
o 


may be retained 


TO FUNERAL DIREC) 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the deoth cert 
poge 3 shauld be 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 4) 4 i 5 1 
414g CERTIFICATE OF DEATH SAF 


al 


oS 
& z ||P PEASE or pears 7, 2. USUAL RESIDENCE (Where daceoted lived. If insttion Residence before odmission). 
£4 pe \ a b Cer : °. b. COUNT é 
se ly) PVE LORAYL CO ges Le SY eee: 
‘es TOWN (IF ouhide corporate fmt, wile |e LENGTH OF STAY IN Tb of SEER IOWN (ound corporate lini, write RURAL ond give mere! town 
5 oN md give ng VA oa . ao 
Lf. Eat ae eee 3 
q 2 NAME OF HOSEITAL (F notin ospiol, give srest oddren) 7 ote «Ig RESIDENCE 
p | ae —? 
; dh A’ Yet a Ad ves (No ff 


First Middle Lost 


4, DATE Month y Yeor 
"RS. Zt LAM \Son Beiel 29957 


3. SEK 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [] [8 DATE OF oiRTH ic years [IF UNDER 1 VEARTIF UNDER 2a WS. 
: L/ 3 Vas D/ £5 f gee bicthdoy} Min. 
WIDOWED pivorceo [] 651 2.5, 196 yy. 


100. USUAL OCCUPATION, (Give kind af work dane| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mostat warking life, even if retired) 


Pages | and 2s! 


5 y yr 
a bit Viet DPA CA" Se 
1a, MOTHER'S MAIDEN NAME 


15, WAS bei NU. S. fed FFE. 16, SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
(Yes, no. of unknown) (yes, give wor or dates of vervice), C2 
Mad C2  FP0 ai Or ae it te) 


18. CAUSE OF DEATH [Enter only one couse par line for (0), (0), ond (c}-] TNTERVAL BETWEEN 


er deoth 

baw 

—— 
hen 


Then please remave corbon popers. 


ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY: ~ _ . 

IMMEDIATE CAUSE (0] CERE ‘ " na 
LO: f DUE TO 

Conditions, if ony, which (0) 


gove rise to Immediate 
couse {0}. stoting the under ( OVE TO 


lying cause lost. ty CO ROMA, WSO fee a/c 


Paat Ul, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o}] 19. Was AUTOPSY 
yes] No {ae 
20a, ACCIDENT NaS UN PCEEUNG, oO 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part # or Port I of item 1B.) 
OR CONTRIBUTE CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
aps c= at 
20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED '20e. PLACE OF INJURY (Home, farm, 1 20f. (City or town) (County) (State) 
Hour a. n. While Nol vile factory, street, office bldg., i q 
p.m. 19 fot work [J ot work 


21. t certify the deceased fram, “él, : V /2 , 983 2, to. TY G 24, 194 that | last saw the deceased 


ee add that death occurred aP _M, fram the causes and an the date stated abave. 
a ADORESS (Street, city or town, stote) DATE SIGNED 


MG, 22. Bons 2A OS 7 ER cs ae 
Name (ty)__Donald EK. Fisher, MéD 101 Columbia alot Ellicott City, Md. 


No. ay COEMATION, ‘Wb. DATE THEREOF 2c. IE OF CEMETERY OR ERD Tid. LOCATION (City. town, ar caunty) (Stote) 
REMOVAL (Speciiy ZZ Zi es 
PIT, AX, CLA’ EA 


2 ‘ha. REC'D BY REGISTRAR 
wc SEES TIO a IA ig oe a hehe 


After this certificate has been signed by the attending physician and campletely filled in by t 
MEDICAL CERTIFICATION 


he hospital ar attending physician. 
Iched for use os the burial-transit permit. 
the registrar priar ta burial, crematian, ar removal, and in any event within 72 hours 


- 


may be retained 


TO FUNERAL DIR 
page 3 shauld be’ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 Q 4 152 7 
4147 CERTIFICATE OF DEATH is eye 3: 


z 


ge 

2 == . PLACE OF DEATH 2. USUAL RESIDENCE (Where deceated lived. If institution: Residence before odmistion) 
fy °. Sa MARYLAND a. STAT b. COUNTY 

BPS and Ward 

2 g ¢. CITROR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


b. CITY OR See (if outside corporote limits, write | ¢. LENGTH OF STAY IN 1b 
RURAL ond give nearest town) 
ott © 


XD. Ellicott City 


d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS 


# 


heme 3 e 1S wrest 
=e OR INSTITUTION ON A FARM? 
Be { Old Annanolis Road yes] NoY) 
3 8 3. NAME OF First Middle Lost 4. DATE Month Day Year 
ae Lisdagetsl ea BRADEN 5 RUSSELL DEATH April 18,1957 19 
e 5 SEX 6. COLOR OR RACE 7. MARRIED [] NEVER MARRIED [] |8- OATE OF BIRTH % is A yeors [IFUNDER 1 YEAR] iF UNDER 24 HRS, 
igs birthdoy) [Months] Days | Hours Min, 
Male ¥hite wipoweD ] oorceo[] | Deca l4y 5 oa 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |1). BIRTHPLACE (Stote or foreign L% 12. CITIZEN OF WHAT COUNTRY? 
] during most of working life, even if retired) 
| tired Rending Business | B,ltimore,Md 
( nits: NAME 14, MOTHER'S MAIDEN NAME 


\ 2x9 lenette Wanawitch 


_ . WAS. DECEASED EVER AN U. S, ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Yes. PO. oF unknown) (UF yes. give war or dotes of service} rs 
) No No William Hatfield Ellicott City,Md 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (.] 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o) 


DUE TO 


in 72 hours ofter death. 


INTERVAL BETWEEN 
ONSET AND DEATH 


Nate s 


Then please remave corbon papers. 


‘ . 
Conditions, if any, which rs 2 COW OCU eax +, 


gove rise to immediote 
couse (0), stoting the under (| DVETO 


lying couse loxt. hae. i+ S&S EnNwD Now kwew 


Part 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)| 19. we AUTOPSY 


RFORMED? 
i yes] no (¥ 


200. ACCIDENT MAS-VEICERLYING. oO ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I of item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 
}20c, TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, ae 120. (City of town) (County) (Stote) 
Hove on. While. Not mie foctory, street, office bldg., 
p.m, jet work [7] ot work a 


21. 1 certify that | attended the deceased = = 19.527, to LAZNG | 19 FTL that | last saw the deceased 
alive on Qe, 12.277, and that death occurred ot AL 20 .&, fram the causes and an the date stated abave. 


- ADDRESS (Street, city or town, stote) DATE SIGNED 
/ tin AS at _SOrewmamn Be AeNA-S 
f 


Mantis WC ECEYA VN ONMORVE, MD- “MSV CONT SVN, 


Re, PRENovA ech 2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY. 22d. LOCATION (City. town, or county) (Stote) 
ify 
Renova Gx 19 re calling Pas 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 24a. REC'D BY REGISTRAR R'SSGNATI V4 
: Le 
¥S.Ai5 (4) TG. |F.CaHiginbothom, Ellicott “ity,Mde sD 9 Ellicott “ity,Md. be. Kacthen 


er attending physician. 
After this certificate has been signed by the attending physician and campletely 


hed for use as the burial-transit permit. 
MEDICAL CERTIFICATION 


he haspite 


i 


the registrar prior ta burial, crematian, or remaval, and in any event wi 


db: 


TO FUNERAL DIREC’ 


page 3 shauld be 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death. Page 4 
may be retaine 


g 


| °A nvaane 
a 


cot 2% UdV 


nD aso 


eral director, 
be filed with 


wcbon papers. Poges | and 2 sh 
death. 


After this certificote hos been signed by the offending physicion ond completely filled in by th 
Then please re 


hed for use as the burial-transit permit. 


the hospitol or attending physician. 
the registror prior to buriol, cremotion, or removal, and in any event within 7: 


page 3 should be 


moy be retained } 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 hours ofter death. Page 4 
TO FUNERAL DIRE’ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 (064153 
4148 CERTIFICATE OF DEATH 


Reg. Dist. No. 


1, PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If intlion: Residence before odminion) 
°. a. b. JUNTY 
Howard MARYLAND Taryland iS 
b. CITY OR TOWN (If outside corporote limits, write ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
RURAL ond give nearest town) 
Ellicott 6 months Baltimore  3Wo/-u& 
d. SOR ee (If not in hospital, give street oddress) d. STREET ADDRESS: e. Peete 3 
18 Midvale Road ves L] NOES 
3. NAME OF If 4. DATE Ye 
Nae int Middle tost Da Month Doy fear 
(Type or print) Pa Caaa ieee DEATH Apri 19 
5. SEX %. COLOR OR RACE 17. MARRI NEVER MAR’ ®. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
s oD Eres Lay 2/10/81 ig pd Doys Min. 
Male White —|wrown mg pivorceo [] ah 
Too. USUAL OCCUPATION (Give Kind af wack dane] 0b, KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (Soleo foreign country) T2, CITIZEN OF WHAT COUNTRY? 
luring most of working life, even if retir % 
/|_ Dentist-retired Dentistry XIMRAX ILLINOIS Ui ths 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Unknown Unknown 
1g, WAS DECEASED EVER IN U.S. ARMED FORCES? [16. SOCIAL SECURITY NO. [17, INFORMANT Address 
|] erenieissor Gomes ag cf pena ec 6 ha 
a ve | none Wir. Hilmar F. Sommers, Jr, 178 Alegra Lane 
18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), and (c)-] faint tre ro a INTERVAL BETWERN 
PART |, DEATH WAS CAUSED BY: * 
DEATH Mete ckuse  _ Myocardial Failure months 
# Dep F DUE TO 
oe nrvs 
onditions, if ony, which ie hroni Satie 1 year 
gove rise to immediate 
couse (a}, stating the under- ( OVE TO - : " : 
lying couse lost. g Arteriosclerotic Cardiovascular disease ears 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(]]T9. WAS AUTOPSY 


Chronic brain disease due to cerebral arteriosclerosis | sO som 


20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 
OR CONTRIBUTING CL] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, oy, Year |70d. INJURY OCCURRED 20. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stotey 
Hour 0. 41. While __ Nat while factory, street, office bldg., etc.) ! 
pm. 1 lat work [] at work [J Hl 


21, I certify thot | attended the deceased from__Sept--26--.. 19.56. to.April 2... 195°Z.,that | last sow the deceased! 


MEDICAL CERTIFICATION. 


ative on__.. ove td oar ems ond that death accurred at.9.2 30M, fram the causes and an the date stated abave, 

ADDRESS (Street, city or town, state) DATE SIGNED: 
Sena mo. ...Laylor Manor Hospital SDs 
hetives Lrving aylor, M.D, Ellicott City, Md. 


ia. BURIAL, CREMATION, | 22. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, tawn, of county) (State) 
BUR PLY Creo Paper |acaimoon CEMETERY WASHINGTON, D.C. 
Vitaliy be Recap A Caan 3 2da. REC'D BY REGISTRAR | 24b. vee SIGNATURE 

I Beall) E- xey, SILVER SPRING, MD. long -9-5710 0. 3. Yoiof 


Atte F [4AvQ - 


Pex ¢ 7. €. ; é 


3 A Nviuna 


Darotl - 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 54 
AIAQ CERTIFICATE OF DEATH : 0 415 


=i 


led with ~~ 


—t 
ay 


—_ Reg. Dist. No. 
. 1, PLAGE OF DEATH 5 2. USUAL RESIQENCE (Whereieceased lived. If institution: Residence before admission) 
2 P f mayiano || % STATE l_, b. COUNTY 
a 4 pg ON, MS tt AO Ts nat KO 
3 OR TOWN (If gutside carporote lim 
gs WY RURAL ond give pgftest toxin) 
" 


¢. LENGTH OF STAY IN tb | ¥ cy OR TOWN ee carparote limits, write RURAL ond give nearest town) 
‘a alt ft 


Mae CLS 

2 d. F OF HOSPITAL (If y6t in hoSpit ive street address) Caine STREE Prcoatis e. tS RESIDENCE 
£4 ”y sTpQtiON 7 i 4 1, OE 4 ON A FARM? 

a“ |S 
sy (da = OD iat Sot. oe ves] Nofae— 
ee 
£5 3. NAME OF Fint Middle lon 4. DATE Month 
eS DECEASED. : . Y SF 7 Dey Yeor 
=3 (Type or priat) Fr DEATH oa ee bd 
> o $. SEX 6. COLOR OR 7. MARRIED EQ’ NEVER MARRIED oO 8. DATE OF BIRTH BF (In yeors [IFUNDER 1 YEAR] IF UNDER 24 HRS. 
=e a }54 bicthday) Months] Days | Hours] Min. 
3 wipoweo [} oivorceoE] | 4 fe 7/4 yrs. 
cx A A 6 SL 
€ tote ar ee cauntry) 12. CITIZEN OF WHAT COUNTRY? 
8 
eS) d} 
Hy 
o 
< 
5 


(1 eFhi nen he, AAA DME es on 
ae NU. U; S. ARMED FORCES? ]16, SOCIAL SECURITY NO. g Address 
fof {If yes, give war or dates of VS y, 

Bast Oe Xo a 


= a DEATH oon ‘only one cONie Aer line far {o), (b), and (c)- 


x R' 
PART I. DEATH WAS CAUSED BY: »\ 1, — ONE QAND é 4 
IMMEDIATE CAUSE (a)_¥ WY A) v LIK BA CTW be SS A 


z a | DUE TO > ° \5 = 
Conditions, if ony, which w \ d 
gove rise 10 immediate 
cote (a), stating the ynder- ( OVE TO C\ 
tying couse lost. ic 

Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ia}/19. WAS AUTOPSY 


PERFORMED? 
20a, ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part II af item 18.) 
Ok CONT a CAUSE OF DEATH 
(IF EITHE! MINER) 
20c. ihe = onth, »Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or tawn) {Counly) {Slote) 
While NS zien foctary, street, office bldg., etc.) 1 
ww. oa By Jat work [7] otework t A 
w, 
. a as 


p\thot | otterfied the dec rol 


Then please remave carbon papers. 


ed by the attending phys 


ign 


The law requires that the death certificate be executed within 24 hours after death. Page 4 


may be retained by the hospital ar attending physician. 


MEDICAL CERTIFICATION 


Ww 


----.-, WET. Rat | lost sow the deceased 


After this certificate has been si 
hed for use os the burial-tronsit permit. 


death occurred abd £V} from the couses ond on the dote stated above. 
ce DORESS (Street, city or town, state) 


the registrar prior ta burial, cremation, ar remaval, and in any event within 72 hours ofter death. 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


A © 

2 } 

az ‘ 

a 

eee Zo. BURIAL, CREMATION, Wey PATE THEREOF Tee. NAME_DF CEMETERY OR CRE oY) ORY, 7d. LOCATION (City, town, or copnty) (State 2, 
2} thes AIM OE ge 3 : 
= & fmoDL A Att Le 7 Zz yee nt ee: shen At eal 4 haw 

a reat 2ho. REC'D 8Y REGISTRA A. REGISTRAR’S SIGNATURE 


VS AIS Pa i iy 


z 
= 


DATE CMD oa 37 _ IE ; at 


3A Nyanga 


ZS6l O§ Md¥ 


| Oana 


a 


_ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 415 5, 
i MEDICAL EXAMINER’S CERTIFICATE OF DEATH ( 


23 § g (} aia ioe 0 a Reg. Dist. No. 
$3 2 1 Place OF 8 DEATH 2. USUAL RESIDENCE (Where deceated lived. If institution: Residence before admission) 
8 
25 ®) ion masnano || * Sie ryt and b SO cas 
fod eit, b. CITY OR TOWN iit ounige corporote fimits, write RURAL ¢, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (if outside corporate limits, write RURAL ond give nearest town) 
Gees ‘ond give necrest town) 
Fs & < Jessupes AA Je 
2 od ‘d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street oddress) d. STREET ADDRESS, . ES RESIDENCE 
oo @) 
aaah e Qne Spot __ f One Spot yes) NOCX 
a= 3 . NAME OF i Middle 4. DATE M Do Y 
Bese 3 Bytes Fint igs Lost he lonth y fear 
rise (Type oF pein Elijah Cla Thigpen peat April 9,1957 9 
ie ~ & ° 6. COLOR OP RACE |7. MARRIED FY NEVER MARRIED C)]®. ote oF iat 9. AGE {in yeo IF UNDER SYEAR] IF UNDER 24 HRS. 
ze ote 4 clored [Wow] pivorceoO) | Dace22,1892 bh yn, 
Sond FE MWe. USUAL OCCUPATION (Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
By Sa =f during most of working lite, even if retired) 
B53 z ¢ North Carolina 
ow e- I i; 3. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
as ¥ 
8 gn b Alexander Thigpen Nannie Allen 
3 2 go ae WAS Mera a IN Chas soled 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
a je, 0, oro 0% ah wor ot does of sevice ; % 

gett 182-0940152 | Willabell Thigpen, Jessups ,Mie 

og 1B. CAUSE OF DEATH [Enter only one couse par line for (a), (b), ond (c).] TRTEIVAL ETWEe 

fT PA A EERO 30 minutes 

(o] 
EG 
zt 23/X DUE TO 


Conditions, if any, which 0 c £6 
gave rise to immediate coure 


= a 
vo — 
3 & 
8 = 
° 8 
ef te 
4 OOo 
Bess (a), stating the undertying( OUE TO 
Je cause lost. (eh. 
a co o { 
eo. 2 3 Zz PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. Was AUTOPSY 
5 ok fe] a 7 oe 
Zs OF 3 yes] no 
Sist 200. EXTERNAL CAUSE WAS 20. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port II of item 18.) 
Sa2s & | PRIMARY C] ar CONTRIBUTING 
20 ER G | CAUSE OF DEATH. 
Po 
e 683 % |20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED 20s. PLACE OF INJURY (Home, fee, 20f. (City or town) (County) {(Stote) 
= oe 
Pe a Hour Whil WNoiushll foctory, street, office bldg., ete.) ! 
ef am, tle while 
Z2 2 = p.m, 9 at work [7] ol work {7} i 
23.8, = 
3 238 21. 1 certify that | took chorge of the remoins described obove, held an Autopsy [_], Inspection [¥J. Inquiry [Sf ond find thot 
= 588 deoth resuited from: Notural! causes [J], Accident (J, Suicide [], Homicide (1. Undetermined cause []. 
- | 
oie 
a AL DATE SIGNED 
oie 7 Nenana ‘ip, CHIEF MEDICAL EXAMINER (]} 
5 = ASSISTANT MEDICAL EXAMINER [_] 
ey Hi EXAMINER'S ray 
Ae iy NAME (Type) eorge Buretorf D DEPUTY MEDICAL EXAMINER (JJ April 9,1957 
a is = Tio. BURIAL, EREMATION, | 22b. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (Slote) 
o* 4 mi w13- Lincoln Memorial O01 Suitland Rd., Suitlend, Ma. 
4 9 ’ 
24g, REGO, BY-RE ab, REGISTRAR'S SIGNATURE 
VS. ATSME(S) “Ai Be Lo ihe) 
5M 9/55 ATE S c 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


-- > 4151 CERTIFICATE OF DEATH 04155, 


~ + Reg. Dist. No. 
a % = 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceored lived. If institution: Residence belore odmision) 
2 °. °, b. Cour 
& £3 MARYLAND d 
32 orerd, Tyland Howar: 
: co 
= b, CITY OR TOWN {If outside corporole limits, wrile ¢. CITY OR TOWN (If oulside corporate limils, write RURAL and give nearest town) 
BS RURAL and give nearest lown) K 
od Ellicott Cit Ellicott Cit; 
af d. NAME OF HOSPITAL (if not in haspital, give street address) d. STREET ADDRESS @. IS RESIDENCE 
6 nalts 2A) OR INSTITUTION, ON A FARM? 
g 25 Rogers Aves v5] NOC 
2 £6 3. NAME OF First Middle lost 4. DATE Month Yeor 
ae. o- DECEASED OF Q 
Snes ype rere EMMA MAY TUCKER bead April 3 1957 19 
is >o 5. SEX 6. COLOR OR RACE | 7. MARRIED F] NEVER MARRIED [[] | 8. OATE OF BIRTH 9. AGE (ine yor I Rents LYEAR] IF UNDER 24 HRS. 
= 3 inths| Days Hor Mit 
eH ner nite _|woowot) — ovorcin | May 16,1879 i i tee aes 
2 eg. Mo. USUAL OCCUPATION {Give kind af work done] 10b. KIND OF BUSINESS OR INOUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Paty 3 , during most of warking life, even if retired) 
BS yes / At_Home None Woodbine , Md 
eee Bs 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Se / 

2g 5 86/ 
B Be z( I g e Alice V,Pickett 
= $63 1S, WAS DECEASED EVER mt S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 

2 
= ac SY (Yes, 20, of unknown) AIF yes, give wor or dates of varvice) 
ekevelS Noa bm 20--5039 ames Tucker, Ellicott City,Md 
5 PEE 18. CAUSE OF DEATH [Enter only one cause per line fora), (b), and {c}. 3 INTERVAL BETWEEN 
2 Sak : ONSET AND DEATH 
eo Bee PART |. DEATH WAS CAUSED BY: bof £2 a 
2 § = - : IMMEDIATE CAUSE (a! 
= Tes { OUE To 
ome. ‘S 
= fa > as, if any, which 
y (363 ‘ cl to} 
& BES gave rise lo immediate t 
1 ese cause (0), stating the under. ( OVE TO 
Perse lying cause lost. (2. 

ak pi ely eT 
2-28 os Fr Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART f(a)|19. WAS AUTOPSY 
2S2is ts oS 
gases O\s tevez? yes [] NO 
rouse § © [200. ACCIDENT WAS UNDERLYING [) | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Port Il af item 1B.) 
Zsa. be | OR CONTRIBUTING (] CAUSE OF DEATH 
<q 2 £° © {{F EITHER, NOTIFY MEDICAL EXAMINER) 
Zsyss & |20c TIME OF INJURY Month, - Yeor [20d. INJURY OCCURRED 2060. PLACE OF INJURY (Home, farm, | 20F. (City or town) {County) {State} 
3 be g F 6 Hour a. $1. ie Nol nie factory, sireet, office bldg., etc.) 
@siis = p.m. lat work [1] of work H 
of. bs 5 
z bz 2 < SA 4. 14 _., 19.5 Lihat | last saw the deceased 
aLl<ee 
Zee s 5 bo, M, fram the causes and an the date stated abave. 
=f 3 ADORESS (Street, ‘oF town, "ib. JATE SIGNED 
ro p tile es 
epee g / MO. iby... PEA, fT, 
enor 

apo, msicans CreoR6-e F./ (Bs 
eget NAME (Type) S « OWUKRCTOERF 
ra = I i nn ne een nn ne 
BEE 720. BURIAL, CORATION: ‘2b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY Wd, LOCATION (City, town, of count; tote 
° g 2] (State) 
253-85 aes Q va (Speci 

= 
as re 


‘2ab. RE ee oe ys OE 
Ob7. ee 


, [2 a DIRECTOR'S SIGNATURE ADORESS que. REC'D BY ect 
Yeayiss? F,C.Higinbothom,Ellicott City,d. 


3 ‘A nvaunt 


LS6I ud 


S ee 
jc \ 75) ) c 
fie | J) AWA 


owl 


eral director. 
be filed with 


in 24 haurs after death: Page 4 
15 9. a 
rd pltecte 


Poges | and 23h 


cate be executed wi 


Then please remove corbon popers. 


requires that the death ce: 


jon. 


: After this certificote has been signed by the ottending physician ond completely filled in by th 


hed for use os the burial-transit permit. 
the registror prior to buriol, cremation, or remaval, ond in ony event within 72 hours after deoth. 


¢ hospitol or ottending phys 


TO HOSPITAL OR ATTENDING PHYSICIAN: The ta 


Ss i 
. o 
Gar 
£az 
Pas 
ese 
8a 
=o 
eng 
Go = 
2 


VS AIS (4) 
15M 9/55 


dein «~~ ese Pe SAR TENT OF HEALTH—BALTIMORE, 18 0 a 1 5 7 
/ CERTIFICATE OF DEATH age 2 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceoted lived. If irwitution: Residence before odminion} 
o. COul o. b. COUNTY 
Bate, 4) WAR MARYLAND Md. . 
b. CITY OR Toes (if avhide corporate lini, wite [LENGTH OF STAY IN To c. CITY OR TOWN (If ouside corporate limits, write RURAL ond give nearest town) 
fe e genre ip wa : 
Waecsee City Baltimore 3 yo, 
d. NAME OF HOSPITAL (If not = hospitol, give street oddress} d. STREET ADDRESS e. IS RESIDENCE 
peal ON A FARM? 
ghland Manor lh Eutaw Place Yes noo 
3. NAME OF el Middle Lost 4. DATE Month Day Yeor 
DECEASED f 
(tye or print) Van ATTA DEATH April 20, 19 57 
5. SEX 6. COLOR OR RACE | 7. MARRIED [-] NEVER MARRIED [7] | 8. DATE OF BIRTH 9%. iy {In fey iF UNDER 24 HRS. 
joy) Min. 
male white |wiroweo ovorceo] | Sept. 1, 1863 ‘abe oa a > 
100. USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign 1% 12. CITIZEN OF WHAT COUNTRY? 
ae most pf pyo lif eta retired} Ww 
upervisior ¢ Factory Unknown Unknown 
V3. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Unknown Unknown 
1s, WAS DECEASED EVER IN U. S. ARMED FORCES? 116, SOCIAL SECURITY NO. [17 INFORMANT Address 
‘e4, 90. oF unknown) If yes, give wor or dates of service! a 
no 212-07~5771| Hospital Records 
18. CAUSE OF DEATH [Enter only one cause per ling for (a). (b}.,and (c). - INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0 teLor 
Yad, DUE TO 
Conditions, if any, which rf 
gove rise to immediote 
cctise (0), stoting the yader. ( OVE TO 
lying couse lost. te 
5 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 19. Seam 
S ves] Nop 
© (200, ACCIDENT WAS UNDERLYING []__| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port Vor Port Ii of item 18.) 
& | OR CONTRIBUTING C1 CAUSE OF DEATH 
u [(IF EITHER, NOTIFY MEDICAL EXAMINER} 
& |20c TIME OF INJURY Month, Dey, Year [ 20d. INJURY OCCURRED [202. PLACE OF INJURY (Home, farm, 1 20F. (City or town} {County) (State) 
Fat Hour a.m. While Not while factory, street, office bldg., etc.) | 
2 p.m. 19 [ot work [7] ot work [1] { 
g 
21. | certify Cy Pea the deceased fram.___*7_/ § .._____, w_SZ., fas 1k Se); that | last saw the deceased 
alive Medi") 4 pe Bn Sede 9S ae and that death occurred at (2 ==/.M, fam the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote} DATE SIGNEI 
SIENATUR an, £6 Clare AMS LIN oh CL, Noh Mens 2) alk Y 
PHYSICIAN'S 
NAME (Type), 


220. BURIAL, CREMATION, | 22b. DATE THEREOF ‘2c, NAME OF CEMETERY OR CREMATORY 2d. LOCATION tawn, ar county} {Stote} 
REHOVAL (Specify) 
Burial Apr. 2,19 Yoodla odjawn, Md 
x 2 


24a, REC'D BY REGISTRAR | 24b, REGISTRAR’S SIGNA] "URE 


mi 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0) “| [ 5 8 
ne 4153 CERTIFICATE OF DEATH ss oS 


~ ye 
&% 3F 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If imtituion: Residence before admission) 
° 8 { 0. COUNTY 4 ¢ @. STA 6. COUNTY 
z( FF [*e Coe M4 
=a BX ei “a , MARYLAND favs 
£ Be = b. CITY OR TOWN ‘(F ovhide corporate limin, write Tc. LENGTH OF STAY IN 1b 4 CITY OR TOWN (IF ite ptporote limits, write RURAL ond give neorgst town) 
8 55 RAL ond give nearest sown} 4 i) Sse mar Tee : 
i ¢ L)a of 4 d Laan 
s be d. NAME OF HOSPITAL (If nat in cipaty es iceaTT@ea, Y is ADDRESS ¢. IS RESIDENCE 
sR 7 OR nee c oy, iL or ON A FARM? 
gs he ( 94 LA ves (] No 3—— 
2 £6 3. NAME OF o 2! ag fe lost 4. DATE Month Doy Year 
A r= teens ; hey. edo NI OF ii ag ST 
oe ee ype or print) _ = 19 
c £% 
= > °% : ae 6 Cee OR RACE 2 MARRIED [7] NEVER Lid c ah £ pans of PACE lear ATIF UNDER Tats. 
3 2 a is jonths ay 
aa sy wipowed (1) bivorceD [} foes Y. Zs B qG yn. Ze ; 
as CMY 
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